SYNOPSIS
Most California prisoners experience discontinuity of health care upon return to the community. In January 2006, physicians working with community organizations and representatives of the San Francisco Department of Public Health's safety-net health system opened the Transitions Clinic (TC) to provide transitional and primary care as well as case management for prisoners returning to San Francisco. This article provides a complete description of TC, including an illustrative case, and reports information about the recently released individuals who participated in the program.
From January 2006 to October 2007, TC saw 185 patients with chronic medical conditions. TC patients are socially and economically disenfranchised; 86% belong to ethnic minority groups and 38% are homeless. Eighty-nine percent of patients did not have a primary care provider prior to their incarceration. Preliminary findings demonstrate that a community-based model of care tailored to this disenfranchised population successfully engages them in seeking health care.
Approximately 700,000 people are released from U.S. federal and state prisons each year. 1 They are disproportionately poor members of minority groups with a high prevalence of low educational attainment, prior homelessness, and unemployment. 2 Upon release, they must obtain housing, find employment, and reunite with family. The more than 70% of prisoners with chronic medical, substance abuse, and other mental health problems 1, 3, 4 face the additional challenge of addressing their health needs. Few prison systems release individuals with medications, health insurance, or primary care referrals. 5, 6 Recently released individuals have poor access to primary care and high rates of emergency department use and death compared with the general population. 7, 8 The best known models for bridging health care from correctional facilities to the community involve health-care providers and case managers who work both in the correctional facilities and in the community to ensure continuity of care. These programs are effective in smaller geographic settings 5, 9, 10 or in jails, which are typically short-term confinement facilities located in the community. However, they are difficult to replicate in state and federal prison systems that release prisoners to distant communities.
The California Department of Corrections and Rehabilitation, one of the nation's largest state prison systems, releases more than 130,000 individuals annually from 33 prisons. Approximately 2,000 individuals are released annually to San Francisco County under parole supervision. 11 Only prisoners with human immunodeficiency virus (HIV) or severe psychiatric disorders receive prerelease health-care planning, leaving other chronically ill individuals with limited medications and no plans for primary care upon release. 12, 13 PRojeCT DesCRiPTion
In 2005, two physicians convened a meeting of formerly incarcerated individuals and community organizations to discuss starting a program to address the transitional and primary health-care needs of recently released individuals returning to San Francisco from California state prisons. Although there was also a perceived need for transitional health-care services for individuals released from the San Francisco County Jail, the physicians' efforts focused on individuals being released from prison who served longer sentences and traditionally had fewer services upon release. With community input and support, the founding physicians established the Transitions Clinic (TC) in January 2006 in collaboration with leaders at Southeast Health Center, a San Francisco Department of Public Health (SFDPH) community health center.
TC provides chronically ill individuals recently released from prison with medical care and coordinated social services. TC aims to promote healthy reintegration, improve health-care utilization, and decrease prison recidivism. The clinic is based at Southeast Health Center, which is located in the neighborhood with the largest population of formerly incarcerated individuals in San Francisco.
At TC, patients receive (1) care from a physician with experience working with formerly incarcerated individuals, (2) referrals to community organizations that serve these individuals, and (3) case management from a community health worker (CHW) with a history of previous incarceration (the latter was added in April 2007). The two founding physicians volunteer to see patients one afternoon per week and coordinate health-care and social services with help from a full-time CHW. Each physician sees about one to two new and four to five returning patients per afternoon.
Hired in April 2007 with funding from private foundation grants, the clinic's CHW attends mandatory weekly parole meetings with 20-30 recently released individuals. He schedules appointments at TC within two weeks for anyone with a chronic illness (including substance abuse) and all individuals older than age 50 on a voluntary basis. Typically, six to eight parolees choose to schedule an appointment each week. Additional referrals also come from community organizations serving formerly incarcerated individuals and from urgent care clinics and the San Francisco General Hospital and Trauma Center (SFGH) emergency department. At the initial visit, a physician addresses urgent medical issues, screens for infectious diseases, refills medications, and refers patients to specialty care as necessary. If the patient has an existing relationship with a primary care provider, the CHW helps to reestablish care with that provider for all future follow-up visits and continuity of care. If they do not have a primary care provider, the CHW helps establish ongoing care at TC or with another provider at a SFDPH community clinic.
The CHW provides case management services for a caseload of 30-40 patients. Services include assistance with housing, employment, legal aid, substance abuse counseling, health-care system navigation, and chronic disease self-management support. The CHW applies skills learned both through formal training in the City College of San Francisco CHW certificate program (http://www.ccsf.edu/Departments/Health_Education _and_Community_Health_Studies/chw/chw.html) and through his own experience as someone with a previous history of incarceration, homelessness, and addiction.
TC patients have access to existing onsite Southeast Health Center services, including urgent care, social work, substance abuse counseling, psychiatry, and laboratory services, as well as imaging services and specialty care at SFGH, a publicly funded hospital affiliated with the SFDPH community-based clinics. Community partners provide additional drug treatment, employment, and educational services; housing; and other services for recently released individuals upon referral.
Per SFDPH protocol, patients pay for services and medications based on income. Uninsured patients with incomes 300% of the federal poverty level (FPL) are charged based on a sliding-scale program. SFDPH provides care without copayments for the homeless and those earning 100% FPL. In April 2007, the SFDPH rolled out Healthy San Francisco, a program that provided a primary medical home to participants, allowing a greater focus on preventive care, as well as specialty care, urgent and emergency care, mental health care, substance abuse services, laboratory, radiology, and pharmaceutical services. Patients who earned 300% FPL qualified for participation in the program.
This model of transitional and primary health care was designed with input from individuals with a history of incarceration and continues to be informed by a community advisory board with 50% representation of formerly incarcerated individuals. Meeting quarterly, the advisory board looks at issues of outreach, program retention, advocacy for changes in public policy, and dissemination of project outcomes. Prior to TC, there was no established program of targeted, transitional, or primary medical care services in place to specifically address the health-care needs of individuals being released from prison to San Francisco.
Case illusTRaTion
After nine years of incarceration, a 49-year-old man with diabetes, hypertension, and hyperlipidemia was recently released from a California state prison without medication or a follow-up appointment with a primary care physician. He has a long-standing history of heroin and cocaine use that was not treated while behind bars, where he has spent the majority of his adult life. During this last prison sentence, he was diagnosed with diabetes; prison nurses managed his medication regimen, and prison policy dictated his diet and physical activity. Upon release, he did not know how to manage his own chronic illnesses, he was unfamiliar with the community health-care system, and he did not know where to obtain medication or find a primary care provider. He was also unemployed and homeless, living at a local shelter.
At a mandatory parole meeting a few days after his release, he met the TC CHW, who scheduled an appointment for him two days later. The day prior to his appointment, the CHW gave him a reminder call and offered to help him find the clinic. The patient arrived at Southeast Health Center and was seen by a TC physician, who refilled his medications, screened him for infectious diseases, and discussed health risks specific to his recent incarceration. The patient's Medicaid expired while in prison, and the patient did not have insurance or the financial resources to pay for his medication. The physician referred the patient to the social worker to reapply for health insurance. In the interim, he received coverage for his health care and prescription medications through the SFDPH protocol, which covers services and medication for individuals who are indigent or homeless.
During this visit, the patient tested positive for hepatitis C and was found to have post-traumatic stress disorder from a violent encounter in prison. He was referred to a hepatologist and psychiatrist. The clinic's CHW found temporary shelter for the patient and referred him to community substance abuse treatment. As he did not have a primary care provider prior to incarceration, he was followed longitudinally in TC. During the next few weeks, the CHW visited him in the shelter, accompanied him to his first appointments with the psychiatrist, and provided diabetes self-management support. During the next few months, the patient began taking methadone and was referred to various employment agencies. He is currently working full-time in Goodwill Industries and has not been re-arrested.
ResulTs
We abstracted information from computerized medical records on 185 unduplicated patients seen at TC from January 2006 to October 2007. This study was approved by the University of California, San Francisco's Committee on Human Research. We found that patients had a high burden of chronic diseases and comorbidities (Table) . While all these individuals had a chronic medical condition requiring continued primary care, only 11% had a primary care physician in San Francisco prior to incarceration. Thirty-eight percent were homeless or housed in a transitional drug treatment program, 75% were unemployed, and half reported no income.
Nonetheless, the clinic's show rates were 55% for initial appointments, with a six-month follow-up rate of 77%, compared with 40% and 46%, respectively, for non-TC patients seen at Southeast Health Center, as reported by the clinic director (Personal communication, Mark Ghaly, MD, Director of Southeast Health Center, SFDPH, September 2008). In addition, after hiring the CHW, the mean number of new patients increased from seven per month to 11 per month (Figure) without an increase in initial appointment show rate. The CHW worked with patients in a broad catchment area; only 25% of the patients he followed live in the area surrounding the Southeast Health Center.
DisCussion
We launched this clinic amid strong interest in improving health care in California prisons and reentry services in the community. In 2006, U.S. District Court Judge Thelton Henderson found that substandard medical care in the California prison system had violated prisoners' rights under the Eighth Amendment to the Constitution. He appointed a federal receiver to oversee the improvement of medical care in the California prison health-care system to constitutional standards. Simultaneously, a group of city leaders, community agencies, and formerly incarcerated individuals began working together to improve coordination of housing, employment, and legal services for individuals returning to San Francisco from jail or prison through a citywide reentry initiative. However, with the exception of programs for HIV-positive individuals and patients with severe mental illness, statewide reentry efforts overlooked the health needs of chronically ill individuals returning to San Francisco. TC filled this gap in San Francisco by providing targeted transitional and primary medical care services for individuals being released from California state prison.
This provided an initial impetus for funding. However, despite filling a need for health-care services, the clinic still faces the challenge of long-term sustainability. To provide evidence of the clinic's effectiveness, we are currently employing a randomized controlled trial to examine patterns of health-care utilization and recidivism of patients receiving longitudinal care at TC compared with those who receive only transitional care and expedited referral to primary care in the community. This evaluation will inform program expansion and replication decisions, as the number of individuals returning from prison continues to rise and local health departments look for effective ways to care for chronically ill individuals released from prison. Individuals reported either being homeless (living on the streets or in the shelter system) or staying in temporary drug treatment programs for recently released inmates.
b These are the top 10 chronic diagnoses seen in Transitions Clinic patients at presentation.
HIV/AIDS 5 human immunodeficiency virus/acquired immunodeficiency syndrome
As we await the results of the randomized controlled trial, our experience creating and developing the TC and the results presented in this article provide lessons that can inform the establishment of other health-care interventions for this vulnerable population. First, as communities throughout the country create programs targeting chronically ill individuals released from prison, it is important to incorporate both the input of formerly incarcerated individuals and the existing evidence base in the development of these programs. Community members advised us from the onset, guiding decisions as we conceived and developed our clinic. For instance, a focus group with our patients helped to create a clinic policy for a challenging but common clinical scenario: the performance of urine toxicology screening for patients on parole with a history of substance abuse that were being treated for chronic pain with opiates.
Additionally, the successes and limitations of prior reentry interventions with incarcerated chronically ill adults should inform future efforts. Successful reentry programs designed for HIV-positive individuals 14 or those with severe mental illness focus on reducing HIV risk and coordinating ongoing treatment between the correctional setting and the community. Many of these interventions involve a transitional care team that connects with individuals while incarcerated and follows them upon release. 10, 15 While this model is successful in smaller correctional systems such as local jails, it is not a feasible design for many larger state prison systems. Other models offered important lessons for TC. For instance, an evaluation of Health Link, a reentry case management program targeting adolescent men and women in Riker's Island Jail in New York City, demonstrates that health-care interventions need to be accessible immediately upon release for optimal utilization and impact. 16 Prior research also demonstrates that the first two weeks after release are a high-risk period for Date poor health outcomes, including death. 8 As a result, we designed TC to be available to all individuals within two weeks of release from prison.
Our experience shows that it is possible to engage recently released individuals with chronic medical conditions in a voluntary program to address their physical health concerns. Previous research indicates that health issues are among the lowest priorities for individuals returning from prison. 17 Nonetheless, our experience suggests that many formerly incarcerated adults will engage in health care within two weeks of their release. Further, the participation of a CHW, who is well versed in the cultural, social, and environmental forces that shape our patients' lives, extended the reach of our intervention. The CHW mitigates the mistrust that prevails in this population, increases the number of individuals reached by our intervention, and enhances their engagement with other social services. In this context, the demand for health-care services has exceeded our capacity in a half-day clinic, and we are moving toward adding another half-day to the clinic operations and an additional CHW to our clinic staff.
Further support for the expansion of our clinic comes from the fact that we were able to engage a population with a disproportionately high number of minority individuals into seeking health care. 18, 19 Reentry health-care programs may offer a novel way to reduce persistent socioeconomic and racial disparities in chronic conditions, such as hypertension, diabetes, and asthma. Eighty-six percent of the patients seen at TC are members of racial/ethnic minority groups (i.e., 65% black, 11% Latino, 6% Asian, and 4% other), a proportion higher than the overall racial makeup of the California Department of Corrections (i.e., 29% black, 38% Latino, and 6% other). Because there are a disproportionate number of people from racial/ethnic minority groups incarcerated, reentry health-care programs can be a vehicle for addressing entrenched racial/ethnic disparities in health and health-care access using culturally appropriate methods for delivering care.
Finally, this program was established in a preexisting community health center in the San Francisco neighborhood to which the largest proportion of individuals returning from state prison will live. As such, this intervention required little in terms of start-up funding and can be replicated in other safety-net health-care systems with basic training for primary care providers who are unfamiliar with the unique issues of caring for previously incarcerated populations; the addition of a CHW; and partnerships with community organizations already providing social services to this population. Although the Southeast Health Center is a county-funded community health center, it is not unlike many Health Resources and Services Administrationfunded federally qualified health centers (FQHCs) in the populations it serves. As these FQHCs are often already located in communities with a high prevalence of formerly incarcerated individuals and are already engaged in the provision of care to these patients and their families, these health centers may be an ideal place for targeted health interventions for individuals recently released from prison. Modest amounts of funding from either federal or state governments to FQHCs could extend health care to hundreds of thousands of formerly incarcerated individuals and complement government efforts to improve health care for these individuals while they are incarcerated.
ConClusion
TC provides the growing population of chronically ill individuals recently released from the California state prison system with medical care and coordinated social services. The clinic aims to promote healthy reintegration, improve health-care utilization, and decrease prison recidivism. It is a model of care that can be replicated in other safety-net health centers or FQHCs, with basic training for physicians in caring for patients with a history of incarceration, the hiring of a CHW, and partnerships with existing community organizations.
